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Anxiety is a common reponse in patients undergoing cardiac 
surgery. 'Ihe source of this anxiety is attributed to a 
multitude of factors. Research findings support the 
relationship between preoperative preparation and a reduction 
in anxiety. However, a lack of information exists as to the 
role of critical care nurses in this process. 'Ihis purpose of 
this study was to examine the effect of a structured preoperative 
education/orientation visit by the critical care nurse on the 
level of patient anxiety. 
A sample of 21 patients were drawn from the population of 
cardiac surgical patients and randomly assigned to the 
experimental or control group. Subjects in the experimental 
group received a structured preoperative education/orientation 
visit by a critical care nurse the evening prior to surgery. 
Subjects in the control group did not receive the visit. 
Subjects in both groups completed the State- Trait Anxiety 
Inventory preoperatively and the A-State Scale plus an additional 
questionaire postoperatively. Data were analyzed using analysis 
of covariance on repeated measures and a t-test comparison of 
mean anxiety scores. 
Fin lings revealed no significant differences in 
postoperative state anxiety scores between the experimental and 
control group. Results from ...the second questionaire indicated 
that subjects in the experimental group felt the preoperative 
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visit was helpful. Furthennore, those patients who had the 
continuity of the same nurse conducting the preoperative visit 
and assuming primary care postoperatively in the intensive care 
unit responded more favorably on the questionaires. 
There were however, significant pre-existing differences in 
age and trait anxiety scores between the groups. This fact, in 
addition to the small sample size limit the ability to evaluate 
the effectiveness of the experimental intervention. Thus, 
further research is warranted to determine the effect of a 
preoperative education/orientation visit by critical care nurses 
utilizing a larger sample size. 
v 
TABLE OF a:Nl'.ENl'S 
Reader's Approval Page 
Acknowledgement 
Abstract 
Table of Contents 
List of Tables 
aiAPI'ER OOE: 'Ib.e Research Problem 
1.1 Introduction 
1.2 Background 
1.3 Statement of the Problem 




CHAPTER 'DD: Literature Review 
2.1 Literature Review 
OIAPI'ER THREE: Design and Methods 
3.1 Research Design 



















3.3 Sample Selection 22 
3.4 Instrumentation 23 
3.5 Methodologic Assumptions 24 
3.6 Methodology 25 
3.7 Collection of Data 26 
3.8 Statistical Analysis 27 
3.9 Human Rights Protection 27 
3.10 Scope and Limitations 27 
3.11 Conclusion 28 
<E\Pl'ER FOUR: Findings and Discussion 
4.1 Introduction 30 
4.2 Findings 31 
4.3 Discussion 39 
4.4 Surrrnary 48 












Lisr OF TI\BLES 
Table Page 
Table 1 Demographic Characteristics 32 
Table 2 Group Differences of Selected Variables 33 
Table 3 t-Test Comparison of Anxiety Scores for 
Experimental and Control Groups 33 
Table 4 Hean and S.D. of Preoperative State 
Anxiety Scores 34 
Table 5 Distribution and Mean Scores of Questionaire 37 
Table 6 t-Test Comparison of Scores on Variable 37 
of "Nurse" 




THE RESEl\ROi PROBLEM 
1.1 Introduction 
Hospitalization for serious illness has been recognized as 
a major source of anxiety for the patient. Situations that 
warrant admission to an intensive care unit often precipitate 
increased levels of anxiety. Patients are confronted with the 
uncertainty of their illness and an environment which is strange 
and unfamiliar to them. w"hen admission to an intensive care 
unit is anticipated, anxiety can be reduced through careful 
preparation. In patients having cardiac surgery, research 
findings support the relationship between preoperative 
preparation and a reduction in anxiety (Anderson, 1987; Johnson, 
1972). Critical care nurses working with surgical patients have 
first hand knowledge and experience with the irrmediate 
postoperative period and the intensive care environment. They 
are in an excellent position to intervene and prepare patients 
for the postoperative course. Little attention has been paid to 
the effect of intervention by critical care nurses in preparing 
patients for cardiac surgery and the .i.mnediate postoperative 
period. 
This study was designed to investigate the effect of a 
preoperative education/orientation visit by critical care nurses 
on anxiety levels of cardiac surgical patients. 
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1.2 Background 
OVer the past decade, the number of cardiac surgical 
procedures performed has increased dramatically. Health 
professionals have assumed an active role in examining the 
effects of cardiac surgery to gain a better understanding of 
both the physiological and psychological canponents involved. 
Patients awaiting cardiac surgery have been found to experience 
considerable anxiety ( Sczekalla, 1979) • The cause of this 
anxiety is multifaceted. Fear is a large canponent. Patients 
may experience uncertainty and feel unable to predict or control 
the outcane. Cassaday and Altrocchi ( 1966) found that the most 
important concerns in these patients were related to diagnosis 
and death. The heart has long been regarded as the center of 
emotion. Pitorak (1971) stated that the psychological responses 
of any patient who experiences cardiac surgery tends to be more 
intense since everyone associates the heart with life and death, 
and the gamut of emotions. For patients with a canpromised 
myocardium, anxiety may produce untoward physiological stress 
which may potentially lead to angina or further ischemia. 
Since the waiting period prior to surgery is often fraught 
with fear and anxiety, intervention is most crucial during this 
time. The value of preoperative information has been well 
documented. Numerous studies have demonstrated the 
effectiveness of preoperative teaching in promoting a smoother, 
more rapid recovery, but also as a mechanism for reducing 
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anxiety (Christopherson and Pfieffer, 1980; Dumas and Leonard, 
1963; Healy, 1968; Lindeman, 1973). Providing the patient with 
concise inforr119-tion will facilitate a more accurate perception 
of the impending event. Janis (1958) found that providing 
information encourages a process of mental "rehearsal" enabling 
the individual to develop realistic expectations of what lies 
ahead. He also recognized that individuals differ in the degree 
of anticipatory fear experienced; this, in turn will affect the 
emotional response after surgery. A careful assessment of 
patients' concerns and fears must be done. 
Frequently, the cause of anxiety and fear is related not 
only to the surgical procedure, but also to the imnediate 
postoperative period spent in the intensive care unit. The 
intensive care unit is an environment fraught with high 
technology, equipnent, monitors, and alarms. Kornf ield, 
Zimberg, and Malm (1965) were sane of the first investigators to 
examine factors in the intensive care environment contributing 
to the developnent of psychological problems. They identified 
anxiety, exhaustion, and ccmnunication difficulties as corruron 
problems. Koon ( 1977) found that patients in a coronary care 
unit described feelings of confinement and attributed discomfort, 
tension, fear and anxiety to the monitoring equipnent. Other 
factors such as loss of control, increased dependency, increased 
sensory stimulation or deprivation all play a role in producing 
anxiety for the patient in intensive care. 
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Anxiety experienced by intensive care unit patients is 
manifested by a wide range of responses. Physiological effects 
include increased heart rate, increased blocxi pressure, and 
increased respiratory rate. Agitation and excitement often 
occur. An extreme reaction called postcardiotomy psychosis may 
occur and has been associated with elevated levels of anxiety. 
Postcardiotomy psychosis is the tenn used to describe a 
group of abnormal behaviors found to occur postoperatively in 
patients undergoing cardiac surgery. 
confusion and disorientation to 
Symptoms range from 
visual and auditory 
hallucinations, delusions, and paranoia. Often, patients become 
ccmbative, uncooperative and attempt to pull at invasive "lines" 
and "tubes". It is reported in 10% to 40% of patients who 
undergo a cardiotomy (Kornfield, Zirnberg, and Malm, 1965). The 
incidence of this syndrome is higher among cardiac surgical 
patients than patients having other rna jor surgery. Reports in 
the literature support different theories for the cause of 
postcardiotomy psychosis. Layne and Yudofsky (1971) cited 
anxiety as a significant contributing factor and found that 
preoperative intervention to decrease anxiety was effective in 
reducing the incidence of postcardiotomy psychosis. other 
inuestigators have focused on the environment as a possible 
contributor. Stress, lack of sleep, increased dependency, and 
sensory deprivation have all been associated with the 
development of this syndrome (Blacher, 1972; Layne and Yudofsky, 
1971). 
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Excessive anxiety for the patient undergoing and recovering 
from cardiac surgery can be detrimental and delay progress. One 
of the goals of cardiac care is to reduce anxiety and thus 
physiological stress. More emphasis needs to be focused on 
preoperative intervention and preparation for the postoperative 
phase and the intensive care unit stay. Critical care nurses 
are in a position to intervene with these patients in an effort 
to reduce their anxiety, especially anxiety experienced while in 
the intensive care unit during the more immediate postoperative 
recovery period. However, there has been little research on the 
role of the critical care nurse in this process. This study 
examined the effect of a structured preoperative education/ 
orientation visit by a critical care nurse on patient anxiety 
experienced postoperatively during the intensive care unit stay. 
l. 3 Statement of the Problem 
What is the effect of a structured preoperative education/ 
orientation visit by the critical care nurse on the level of 
postoperative patient anxiety? 
1. 4 Objectives to be Investigated 
1. Evaluate the effectiveness of a structured preoperative 
education/orientation visit by the critical care nurse 
in reducing patient anxiety postoperatively. 
2. Determine if patients value the visit by the critical 
care nurse. 
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1. 5 AsS\ml)tions 
1. Patients undergoing cardiac surgery and requiring an 
intensive care unit stay will have elevated levels of 
anxiety. 
2. Providing sensory and procedural information about an 
anticipated event will help patients form a realistic 
perception of the event. 
3. Accurate perceptions and expectations help to decrease 
anxiety. 
4. The provision of preoperative information and preparation 
is an important function of professional nursing practice. 
5. A preoperative education/orientation visit is an appropriate 
intervention to decrease anxiety for the patient 
undergoing cardiac surgery. 
1. 6 Hypothesis 
There will be a difference in state anxiety levels 
postoperatively between patients who receive a preoperative 
education/orientation visit by a critical care nurse and those 
who do not receive a visit. 
1.7 Rationale 
Patients undergoing cardiac surgery experience anxiety that 
is attributed to multiple factors. The intensive care unit is 
one such factor. The presence of some anxiety is expected, 
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which may be appropriate and helpful in certain circumstances. 
However, excessive levels of anxiety can precipitate detrimental 
effects, both physiologically and psychologically. Intervention 
in the preoperative phase by a critical care nurse may help 
lessen anxiety experienced postoperatively while in the 
intensive care unit. In addition to reducing anxiety, further 
benefits may be derived from the interaction. 
Having the opportunity to meet caregivers preoperatively 
facilitates establishment of professional rapport. In addition 
to reducing the subjective experience of anxiety and increasing 
comfort, the effects of decreased anxiety may have desirable 
physiological effects. The critical care nurse may also 
benefit by obtaining increased satisfaction out of the expanded 
role. Information acquired during the visit could be utilized 
in planning effective patient care. 
A preoperative 
potential benefits 
education/orientation visit may have 
for the patient as well as the nurse. 
Hopefully, it will generate a more positive intensive care 
experience and promote overall well~being. 
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2.1 Literature Review 
Anxiety and Hospitalization 
It has long been recognized that hospitalization produces 
anxiety. Schwab, McGinnis, r-BI'der, and Clemmons (1966) examined 
anxiety in 124 medical patients in a teaching hospital. Data 
were collected utilizing an interview and administration of the 
Taylor ~finifest Anxiety Scale. Results indicated that 50% of the 
subjects experienced moderate anxiety and approximately 20% to 
25% of this group suffered fran severe anxiety. Those subjects 
manifesting severe anxiety also experienced a distorted 
perception of illness, negative attitude, and lack of confidence 
in their physician. Lucente and Fleck (1972) investigated the 
relationship between illness perception and anxiety. They 
observed that individuals expcised to unfamiliar roles and 
relationships without enough time to adapt to these new 
situations experienced increased anxiety. 
Anxiety is often canpounded for the surgical patient. 
Patients perceive surgery as involving physical pain, possible 
disfigurement, or even death. In developing a Hospital Stress 
Rating Scale, Volicer (1973, 1974) studied a sample of medical 
and surgical clients. Clients were asked to rank pre-designated 
hospital associated events from most stressful to least 
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stressful. Surgical client reported greater stress than medical 
clients with regards to unfamiliar surroundings, loss of 
independence, and threat of severe illness. Medical clients 
reported more stress associated with financial problems and lack 
of infonnation. Also, medical clients associated increased 
stress with severity of illness. Whereas, surgical clients 
attributed increased stress with threat of severe illness. This 
suggests that both medical and surgical clients experience 
stress. However, the degree of stress experienced by surgical 
clients as concluded by Volicer is often influenced by their 
perceptions. 
Considerable work has focused on anxiety levels in the 
preoperative and postoperative periods. Spielberger (1966, 
1972) proposed the theory of state-trait anxiety. State 
(transitory) anxiety increases in situations perceived by the 
individual as threatening or harmful. Trait anxiety measures 
individual differences in anxiety proneness; it is not 
influenced by situational stress. Spielberger developed a tool 
to measure this concept of state-trait anxiety called the State-
Trait Anxiety Inventory. 
A number of studies have examined anxiety in the surgical 
situation utilizing this theory. Spielberger, Auerbach, 
Wardsworth, Dunn, and Taulbach (1973) found state anxiety levels 
to be increased prior to surgery and reduced in the 
postoperative period. J ohnson (1980) discovered anxiety in the 
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surgical patient to be at high levels upon admission to the 
hospital and found that it did not return to baseline level in 
the i.rrrnediate postoperative period. In this study of 136 
patients, anxiety continued at elevated levels for at least five 
to seven days following surgery. Anxiety was measured in this 
study using the State Trait Anxiety Inventory. 
The cardiac Surgical Patient 
Anxiety is a ccmnon response in patients having cardiac 
surgery. The fear associated with cardiac surgery often appears 
overwhelming. Cohen ( 1982) described the heart as being the 
center of errotion and the key to life; it should be expected 
that cardiac surgery would have considerable overtones. Pitorak 
( 1971) noted that psychological responses of any patient who 
experiences cardiac surgery tend to be rrore intense since 
everyone associates the heart with life and death and the gamut 
of errotions. Storlie and Powers ( 1969) demonstrated the 
significance of heart surgery as a major event. They noted 
different sources of anxiety in children and adults. Adults 
fear the uncertainty of outcome; while, children fear separation 
and abandonment. 
In a descriptive study, Rakoczy ( 1977) examined the 
thoughts and feelings of patients in the waiting period prior to 
cardiac surgery. The sample consisted of 11 patients with a 
mean age of 58 years. Data were obtained using an interview 
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conducted in the preoperative period. Rakoczy identified four 
phases (confrontation, self-reflection, resolution, and the 
count-down) that patients experienced in dealing with the 
impending surgery. Certain characteristics were evident as 
patients made the transition through each phase. Findings 
indicated that in the early phases, patients' concerns centered 
around feelings of helplessness, fear of linpairment, and loss of 
control. As tline progressed closer to the event, more attention 
was focused on the routines such as shave preparation and 
postoperative care (tubes, lines, etc.) in the intensive care 
unit. Rakoczy suggested that patients ' readiness for learning 
may be hampered or enhanced depending on the phase they are 
going through. 
Pieper (1985) also examined the impact of waiting for 
coronary artery bypass surgery. Results indicated that subjects 
exhibited elevated levels of tension and anxiety in the waiting 
period prior to surgery. Pieper also suggested that patients 
who have a longer waiting period experience less anxiety. This 
time may enable the client to seek information needed to promote 
adaptation. This idea has also been supported by Dumas and 
Johnson (1972). 
Anxiety and Intensive Care 
While the waiting period prior to surgery is often fraught 
with fears of uncertainty and .iropending death, irnninent 
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admission to the intensive care unit p:>stoperatively elicits 
additional anxiety for the cardiac surgical patient. Many 
studies have documented stress factors inherent in the intensive 
care setting. Davis ( 1972) recognized that factors such as 
nature of illness, nature of environment, and interaction with 
staff all play a role in the developnent of anxiety. Wilson 
(1987) examined stressors in the surgical intensive care unit 
and patient responses. Subjects ranked a total of 22 i terns. 
Items identified as being most stressful were (l) having pain, 
(2) not being able to move, (3) frequent interruptions of sleep, 
(4) being thirsty, (5) having too many tubes, (6) having major 
surgery, and ( 7) being on a ventilator. 
In a study by Koon ( 1977) , a sample of 20 coronary care 
patients were interviewed. Feelings of confinement and 
imprisonment were expressed by 60% of the patients and 80% 
experienced discomfort, tension, fear and anxiety as a result of 
being monitored. To the contrary, 
supp:>rted by Hackett, Cassem, and 
interviewed 50 patients and found 
these results were not 
Wishnie (1968). They 
that the critical care 
environment was not a psychologic hazard. Findings indicated 
that patients did not complain about the atmosphere of the unit. 
The presence of cardiac monitors provided reassurance for 52% of 
the patients. Up:>n transfer, 73% felt reassured and only 45% of 
the patients lost track of time. 
Several studies have examined the physiological effects of 
anxiety and the intensive care setting. The physiological 
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response to anxiety results in the release of epinephrine and 
norepinephrine. A rise in heart rate, blood pressure, and 
myocardial oxygen consumption ensue. Excessive emotional 
arousal may precipitate a tip in the balance between myocardial 
oxygen supply and demand. Often, for the patient with a 
canpromised myocardium, increases in heart metabolism may not be 
tolerated leading to further ischemia, arrhythmias or death 
(Chidsey, 1971; Folkow and Neil, 1971). 
Postcardiotomy Psychosis 
Postcardiotorny psychosis describes a group of abnormal 
behaviors found to occur during the irrmediate postoperative 
period in patients having cardiac surgery. Hazan ( 1966) 
described this syndrome as characterized by confusion, 
disorientation, hallucinations, delusions, and paranoia. 
Patients often demonstrate extreme excitement and agitation 
attempting to pull at tubes, lines, or monitoring equipment. 
Various investigations have been conducted to examine the 
cause of postcardiotomy psychosis. Many factors have been cited 
as contributing to this syndrome. Blacher ( 1972) identified 
anxiety as a 
conducted an 
major contributor. Layne and Yudofsky ( 1971) 
investigation in support of this finding by 
Blacher. They studied open heart surgery patients with and 
without preoperative intervention to decrease anxiety. They 
reported that the intensive care setting was not a significant 
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factor and that anxiety was a major contributor to the 
developnent of postcardiotomy psychosis. Furthermore, they 
stated that preoperative intervention to decrease anxiety was 
effective in reducing the incidence of postcardiotomy psychosis. 
Various psychological variables have been examined in 
relation to the incidence of postcardiotomy psychosis. Kimball 
(1970) demonstrated that patients displaying adequate 
psychological adaptation prior to surgery (as measured through 
extensive psychological testing) experienced less emotional 
distress, fewer behavioral disturbances and less physical 
complications postoperatively. 
Other researchers have focused on sensory and sleep 
deprivation in the intensive care unit as a possible determinant 
(Kornfield, Zimberg, and Malm, 1965). DeMeyer (1967) 
established a positive correlation between postcardiotomy 
psychosis and the physical overstimulation and emotional 
deprivation as a result of the intensive care unit. 
Physiological variables have also been studied as a 
possible contributor to the development of postcardiotomy 
psychosis. Sadler (1981) examined the relationship of selected 
factors to the incidence of postcardiotomy psychosis. Incidence 
was significantly related to mean arterial pressure on bypass 
and age of client. The degree and duration of the psychosis was 
found to be related to age and time spent in the intensive care 
unit. Quinless, cassese, and Atherton (1985) found a similar 
correlation between intraoperative variables (bypass time, 
arterial pressure on bypass) and the development of 
postcardiotomy psychosis. 
Jl.s a result, many investigators have consented to 
conceptualizing the etiology of postcardiotomy psychosis as a 
multifactor phenomenon. Therefore, early recognition and 
attempts to minimize anxiety and emotional distress in the 
cardiac surgical patient can have important clinical 
consequences for the facilitation of postoperative recovery. 
Preoperative Preparation and Nursing Intervention 
Numerous studies have focused on nursing interventions to 
reduce anxiety. In a classic study, Janis (1958) pioneered the 
role of psychological preparation for the surgical experience. 
He found that providing information fosters a process of mental 
"rehearsal" necessary for the individual to develop realistic 
expectations and plans for coping with the danger. Janis 
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demonstrated that patients with a moderate amount of anticipatory 
fear were less likely to manifest ernotional distress following 
surgery than patients with low or high degrees of anticipatory 
fear. He suggested that stress arousal increases awareness of 
the threatening nature of the impending surgery and rroti vates 
clients to seek information. 
Meyers ( 1964) reported similar findings in a study 
concluding that by providing patients with specific information 
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in order to structure an impending event, tension can be reduced. 
Explanation of future events and procedures can promote greater 
ccmfort during stressful times in hospitalization. Schmitt and 
Wooldridge (1973) examined the impact of psychological 
preparation on surgical patients. An experimental study was 
conducted in which 25 surgical patients received extra 
preparation and support in the preoperative period. Findings 
indicated this group demonstrated a reduction in anxiety. When 
compared to the control group, these patients also exhibited 
increased comfort in coping with the stress of surgery and the 
postoperative period. Other studies have also supported this 
relationship between preoperative psychological preparation and 
postoperative reduction in anxiety and stress (Egbert, 1964; 
Healy, 1968; Kinney, 1977). 
The concept of preoperative instruction as an important 
nursing intervention emerged as early as 1941. In the early 
1960's, Healy (1968) noted the effectiveness that specific 
instruction and demonstration provided preoperatively. Patients 
experienced a smoother, faster recovery. Staff members 
experienced increased satisfaction and sense of accomplishment 
through involvement with clients. 
Other studies have surveyed patients' opinions and the type 
of information they feel important in preparation for surgery. 
Brambilla (1967) investigated patients' concerns regarding heart 
surgery. She found that more than half of the patients asked 
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questions about the operation and the intensive care unit. 
Patients also expressed interest in reasons for certain 
treatments and nursing care. In a similar study, Miller and 
Shada (1978) interviewed patients postoperatively and asked them 
to identify infonnation important to the preoperative process. 
Nineteen adult open heart surgery patients comprised the sample. 
Eighteen out of the nineteen subjects stated that respiratory 
difficulties postoperatively, mainly in reference to the 
endotracheal tube, posed the greatest concern. 
Christopherson and Pfieffer ( 1980) examined the effect of 
timing of information on preoperative anxiety and postoperative 
recovery in cardiac surgical patients. Patients were given a 
booklet to read at different times preoperatively. Patients 
were divided into three groups. Group 1 did not receive a 
booklet; group 2 received a booklet 1 to 2 days preoperatively; 
group 3 received a booklet 3 to 35 days preoperatively. The 
results indicated patients who read the booklet increased their 
knowledge, regardless of when they received the infonnation. 
Group 2 was the only group who experienced a significant 
decrease in anxiety from the preoperative to postoperative 
period. However, this group of patients was the youngest, 
spending t:"\e least time in the intensive care unit, and the 
least time on cardiopulmonary bypass. Thus, results were unable 
to support a correlation between knowledge, anxiety and recovery 
variables. 
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In nursing specialties such as operating room nursing, 
studies have been undertaken to examine the effect of 
preoperative visits. Lindeman and Stetzer (1973) found that 
structured preoperative visits were effective in decreasing 
patient anxiety postoperatively and facilitating recovery. It 
also served to improve efficiency and safety of nursing care in 
the operating room in addition to enhancing the continuity of 
care. Leigh, ~valker, and Janaganathan ( 1977) supported these 
findings. These investigators utilized preoperative anesthesia 
visits and found a similar reduction in anxiety. 
Miller and Shada ( 1978) proposed that if preoperative 
information is given by the same nurse who will provide primary 
care in the immediate postoperative period, the information will 
be effective and the subject will feel secure in knowing the 
same nurse will be giving care the next day. Ross (1962) also 
supported this. 
Sutcliffe and Ridder (1984) have written about the role of 
the critical care nurse in preparing the patient for surgery and 
admission to the intensive care unit. They presented 
information regarding the implementation of a preadmission 
teaching program where critical care nurses assume 
responsibility for preparing prospective patients and families 
for admission to the intensive care unit. While they provide 




A certain degree of postoperative anxiety is appropriate 
for the patient having cardiac surgery. Excessive levels of 
anxiety, however, may precipitate inaccurate and distorted 
perception and dangerous physiologic sequellae. After reviewing 
the literature closely, a lack of information exists as to the 
preparation of the patient having cardiac surgery and the role 
of the critical care nurse in this process. The role of the 
critical care nurse in the implementation of a structured 
preoperative visit warrants further research, as the goal of 
patient care aims to provide high quality care and promote a 
more positive experience. 




An experimental design was used to study the problem. 
Subjects meeting the criteria for inclusion in the study were 
assigned to either the experimental or control group. The 
experimental group received a structured education/orientation 
visit by a critical care nurse during the preoperative period. 
The subjects in the control group did not receive the structured 
visit. 
The structured preoperative education/orientation visit was 
identified as the independent variable. Patient anxiety level was 
the dependent variable. 
Subjects in ooth groups received routine preoperative 
education, as normally provided by the primary care nurse, 
physician, or other health care team member. No patient was 
deprived of his/her usual care. Thus , the preoperative 
education/orientation visit served as an additional component in 
the preoperative period. The control group served as the basis 
for evaluating the effectiveness of the intervention. 
3.2 Definition of 'l'eni5: 
Preoperative Period: The time period from admission to the 
hospital until the surgical procedure. 
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Postoperative Period: The time period from canpletion of 
surgery to discharge from the hospital. 
Routine Preoperative Education: The general information 
patients receive in an unstructured manner during the 
preoperative period provided by the primary nurse, physician, 
and/or other member of the health care team. 
Preoperative Education/Orientation Visit: A structured 
informational session designed to orient the patient to the 
intensive care unit and related aspects of the irnnediate 
postoperative period. It will be conducted by a critical 
care nurse during the preoperative period. 
Cardiac Surgery: A surgical procedure performed under 
general anesthesia, requiring use of cardiopulmonary bypass. 
Most common cardiac surgeries include coronary artery bypass 
grafting and valve replacement. 
Surgical Intensive Care Unit (SICU): A 12 bed intensive care 
unit in a large Boston teaching hospital that provides 
specialized care postoperatively to patients undergoing 
cardiac and general surgery. 
Critical Care Nurse: A registered professional nurse with a 
minimum of two years general medical-surgical experience plus 
an additional one year of critical care experience. In this 
setting, all critical care nurses have a minimum of a 
baccalaureate degree in nursing. 
Cardiac Rehabilitation Floor: A large 45 bed surgical floor 
in a large Boston teaching hospital that provides continuing 
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care for cardiac surgical patients following their transfer 
from the surgical intensive care unit. 
Anxiety: The psychologic response to excessive unchanneled 
energy resulting in the stress reaction. It is often 
manifested by feelings of dread, apprehension, or uneasiness 
in response to an impending danger or threat (Murray, 1975). 
In this study, anxiety will be determined by the subject's 
score on the State-Trait Anxiety Inventory. 
3.3 Sample Selection 
The sample consisted of twenty-one subjects who met the 
following criteria: 
a) were scheduled for elective cardiac surgery. 
b) were undergoing their first cardiac surgery. 
c) were admitted the afternoon prior to surgery. 
d) were not in a critical care unit preoperatively. 
e) were able to read, write, and understand English. 
f) were free from confusion. 
g) agreed to consent. 
A nonprobability convenience sample was drawn from the 
population of cardiac surgical patients admitted for elective 
cardiac surgery during a two month period who met designated 
criteria. 
In order to select the sample, the investigator obtained a 
copy of the operating room schedule weekly. Prior to surgery, the 
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investigator reviewed records to determine eligibility. Patients 
who met the stated criteria and who consented to participate were 
randanly assigned using a randan numbers chart to either the 
experimental or control group. 
3. 4 Instrumentation 
The State-Trait Anxiety Inventory ( STAI) developed by 
Spielberger, Gorsuch, and Lushene (1970) was utilized in this 
study. The State-Trait Anxiety Inventory is a forty item self-
report scale measuring the concept of anxiety. The questionaire 
measures the anxiety level of subjects as well as differentiates, 
state and trait anxiety (Appendix II). 
Trait anxiety is defined as a basic personality feature. It 
describes how a person generally feels and is assumed to be 
relatively constant for a given patient. State anxiety is the 
anxiety level at any particular moment and depends on the 
situational factors operating at that time. The authors indicated 
that most persons with a fifth or sixth grade reading ability 
could respond to all items without special instructions. 
a) Reliability. Spielberger, Gorsuch, and Lushene ( 1970) 
have found high test-retest reliability of the STAI Anxiety Trait 
Scale with correlations ranging fran . 73 to .86. The Anxiety 
State Scale items ranged lower fran .16 to .62. The authors 
attribute this to the fact that the Anxiety State Scale is a 
measure subject to the influence of situational factors. Both the 
scales possess a high degree of internal consistency with Alpha 
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coefficients ranging from .83 to .92. 
b) Validity. Validity has been evaluated in several ways by 
the authors. Concurrent validity has been assessed as "moderately 
high" when correlated with the IPAT Anxiety Scale, Taylor Manifest 
Anxiety Scale, and Zuckerman Multiple Affect Adjective Checklist. 
A study involving a group of college students was used to measure 
construct validity. They were asked to complete the questionaire 
under stress versus non-stress conditions. Results indicated that 
state anxiety was higher for the stress condition. It is 
concluded that the State Trait Anxiety Inventory is an adequate 
measure of anxiety. 
In addition to the STAI, subjects were asked to respond to a 
short questionaire (Appendix III). This questionaire, developed 
by the investigator consisted of Likert-type questions pertaining 
to the critical care experience. To determine content validity, 
the questionaire was reviewed by a panel of nurse experts. 
3.5 Methodologic Assumptions 
1. Anxiety was accurately measured by the State Trait 
Anxiety Inventory. 
2. The best time to administer the post-test was six to 
eight hours after extubation while in the intensive care unit. 
3. Patients did remember the preoperative education/orientation 
visit. 
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3. 6 Methodology 
l. Preliminary Data. The preoperative education/orientation 
visit was designed after the conduction of preliminary research 
and an extensive review of the literature. Informal discussion 
with postoperative cardiac surgical patients and nurse experts 
elicited useful information which was organized and integrated in 
the final developnent of the content for the visit (Appendix IV). 
2. Implementation. The first step in implementing the 
process involved eliciting the cooperation and support of the 
nurse manager of the surgical intensive care unit. After 
receiving her approval, the investigator approached the staff to 
explain the goals and procedure of the study. A formalized session 
was presented to all nurses in the surgical intensive care unit 
discussing a review of recent literature and the rationale behind 
the study. The nurses were distributed the guidelines and content 
checklist for the preoperative visit. These documents were 
discussed in detail in order to facilitate understanding and 
maximize consistency in delivery and implementation of the visit. 
In addition, the nurses were asked to complete a fact sheet at the 
time of the visit and after the administration of the STAI 
postoperatively (Appendix V, VI). 
The list of patients to receive a preoperative education/ 
orientaion visit was given to the nurse manager daily. The nurse 
manager or resource nurse was responsible for assigning nurse 
staff to conduct visits to designated patients. All nurses in the 
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surgical intensive care unit who had a minimum of one year 
experience were asked to participate in the program. It was 
recorded when the same nurse who conducted the visit also assumed 
the role of primary caregiver to the patient on the following day 
within the first twenty-four hours after surgery. 
3. 7 Collection of Data 
A pretest/ post-test design was utilized as the data 
collection method. After obtaining informed consent, subjects 
were given the State Trait Anxiety Inventory to complete 
preoperatively. Collection of pre-test data enabled the 
investigator to determine similarity between groups in terms of 
trait anxiety levels. 
The State Anxiety Inventory and the additional questionaire 
was administered to subjects six to eight hours after extubation 
while in the intensive care unit (usually postoperative day one). 
The rationale for administration of the questionaires at this time 
was to limit confounding variables that might have affected the 
patient's state anxiety level. 
Both questionaires were contained in an envelope and 
distributed to the patient by the nurse. The investigator was not 
present. Each envelope was coded to correspond with the number 
assigned to each patient. Derrographic information was obtained 
from the patient • s medical record. The length of time required to 
ccrnplete the questionaires was approximately twenty minutes. The 
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envelopes were sealed and returned to the investigator. 
3. 8 Statistical Analysis 
To analyze the data, .· the investigator utilized a parametric 
comparative test. A t-test was used to compare the means of the 
two groups on trait anxiety scores. Analysis of variance on 
repeated measures was also applied. Variation between groups was 
contrasted with variation within groups. Comparison of reponses 
on pretest scores allowed the investigator to establish 
probability that results of post-test scores were related to the 
experimental treatment. 
3. 9 Hwlan Rights Protection 
Several measures were taken to assure protection of human 
rights. Subjects participation was voluntary with the option to 
withdraw at any time. All information collected remained 
confidential and was placed in a locked file. Names did not 
appear on any document used in the study. Upon termination of the 
study, all information was destroyed. There were no known risks 
associated with this study and no aspect of nursing or medical 
care was interfered with. After subjects received canplete 
information and explanation as to the nature of the study, they 
were asked to provide verbal consent to participate in the study. 
3.10 Scope am Limitations 
As with any research conducted in the field setting, there 
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were certain factors that affected the ability to collect data. 
The size of the sample was dependent upon the number of cardiac 
surgeries performed per week in addition to the criteria 
eligibility. Often, the operating room schedule was rearranged 
due to need and acuity. The scheduling of preoperative education/ 
orientation visits was dependent on the availablity of critical 
care nurses. If the intensive care unit was extremely busy, then 
there was a possibility that the visit was cancelled. Often, 
patients arrived at the hospital late. Therefore, they had many 
health care team members waiting to examine them and perform 
necessary preoperative tests. Thus, the critical care nurse may 
have been available, but the patient was not. In addition, the 
timing of the preoperative visit may not have always been optimal. 
For example, if the patient just had an upsetting interaction, it 
may not have been appropriate to conduct the visit. The patient's 
anxiety level may have been at a point where his/her perception 
was so narrowly focused that information processing could not 
occur. Lastly, variations in teaching style or approach may not 
have allowed for optimal consistency, despite measures of control. 
3.11 Conc1usicn 
The design for this study utilized an experimental approach. 
The independent variable was the preoperative education/ 
orientation visit; the dependent variable was anxiety. Selection 
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of the sample was through a nonprobability convenience method. 
Participants were randomly assigned to one of two groups. The 
data were obtained through implementation of the State Trait 
Anxiety Inventory and a questionaire devised by the investigator 
related to the intensive care setting. The results from the 




FINDINGS AND DISCUSSICN 
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This study employed a pre-post test experimental design to 
determine the effect of a preoperative education/orientation 
visit by a critical care nurse on the level of patient anxiety. 
Twenty-one patients were randomly assigned to the experimental or 
control group. The research hypothesis tested was: 
There will be a difference in state anxiety levels 
postoperatively between patients who receive a preoperative 
education/orientation visit by a critical care nurse and 
those who do not receive a visit. 
The State Trait Anxiety Inventory was used to measure state and 
trait anxiety. A second questionaire was administered to 
determine patients' response to their level of preparedness for 
their surgical experience. Additional data were obtained on 
variables suggested to have a mediating effect on patient 
responses. Sociodemographic data were gathered from the 
patient's record. 
The hypothesis was tested using Analysis of Covariance 
(ANCOVA) procedures. Level of significance was set at E..~-05. 
Additional analyses include the effect of presence of family 
members at the time of the visit, the pattern and impact of 
narcotic consumption, and the effect of continuity of nursing 
care. Discussion of findings will conclude this chapter. 
4. 2 FINDINGS 
Description of Sample 
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Data were collected from a Harvard affiliated teaching 
institution in Boston over a six week period. A sample of 27 
subjects were drawn from a population of cardiac surgical 
patients. Of the 27 subjects who agreed to participate, six 
were deleted because of incanplete data. Reasons for incomplete 
data included a)intraoperative complication of pulmonary artery 
rupture (n=l), b)perioperative cerebral embolism (n=l), c)acute 
postoperative confusional state (n=2), and d) failure of 
questionaires to be administered postoperatively (n=2). 
Analyses were canpleted on a total of 21 subjects. 
Demographic data. The sample was composed of 16 males and 
5 females, ranging in age from 25 years to 81 years, with a mean 
age of 60.6 years. Eighty-one percent of the participants 
underwent coronary artery bypass surgery (CABS) and 19% 
underwent aortic valve replacement (AVR) or mitral valve 
replacement (MVR) surgery. 
Through random assignment, patients were placed in either the 
experimental group (n=lO) or the control group (n=ll). In the 
experimental group, there were 6 males and 4 females (Table 1). 
The control group consisted of 9 males and 1 female. No 
significant differences were noted in regards to sex between the 
two groups. Of the 10 subjects in the experimental group, 80% 
underwent CABS, while 20% had either an AVR or MVR. Type of 
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operative procedure was comparable in the control group. 
Age. A variable differing significantly between the t'WO 
groups was age of subjects (Table 2) • The mean age of subjects 
in the experimental group ('x = 63.8 years) was significantly 
higher than the mean age of subjects in the control group (x = 
53.7 years). The£ value was .02. 
A-Trait. The other variable reflecting significant 
variation between groups was trait anxiety scores (Table 2). 
Trait anxiety measured by the STAI was significantly higher in 
the control group (£ = .04). The mean A-Trait score of the 






Variable N % N % 
Sex 
Female 4 40 1 9.1 
Male 6 60 10 90.9 
Operation 
CABS 8 80 9 81.8 
Valve Replacement 2 20 2 18.2 
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Table 2 















14.2 2.62 .02 
9.6 -2.28 .036 
A-State. In examining state anxiety scores (AS l) , as 
measured by the SI'AI the day prior to surgery, no significant 
differences were noted between groups (Table 3). The mean score 
of the experimental group was comparable to that of the control 
group. 
Table 3 

























Dependent Measure of Anxiety 
The State Anxiety Inventory provided a score for measurement 
of subjective anxiety experienced postoperatively. Scores (A-
State 2) for the total sample ranged from 23 to 65, with a mean 
of 39.1 (S.D. = 12. 7), and a median of 34 (Table 4). Higher 
scores indicated greater levels of state anxiety. 
State anxiety scores were obtained at two points in time: 
preoperatively, the evening prior to surgery (time 1) and 
postoperatively, the day following surgery six to eight hours 
after extubation (time 2). In this sample, the alpha coefficient 
was .92 and .91 for time 1 and time 2 respectively. 
Table 4 

















The hypothesis was tested by examining the change over time 
in state anxiety scores between the groups. As previously 
reported, no difference was found between groups in 
preoperative state anxiety scores (A-State 1). Therefore, a t-
test was employed with postoperative state anxiety scores (A-
State 2) as the dependent variable. The results indicated no 
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difference in mean state anxiety scores between the experimental 
and control group (Table 3). 
Since a significant difference was revealed in A-Trait 
scores between groups, correlations were examined to determine 
associations between trait anxiety and the dependent variable. 
The correlation between trait anxiety scores and postoperative 
state anxiety scores were significant (r=.46, ~.03). Thus, A-
State 2 scores were re-evaluated using analysis of covariance 
(ANCOVA) with A-Trait as a covariate. Again, no significant 
difference was found in A-State 2 scores between groups. 
The other possibility investigated was to control for age 
since there was a significant difference between groups. 
However, no correlation was found between age and A-State 2 (~­
-. 31, ~ .17) • Thus, the outcome 'M:>Uld not be altered. 
Additional Analyses 
Additional analyses were conducted to: a) examine subjects 
responses to their preoperative preparation and the preoperative 
visit; b) explore possible factors influencing the intervention 
and A-State 2 scores, and c) evaluate the effect of continuity of 
nursing care perioperatively. 
Both groups were administered an additional questionaire 
postoperatively (Appendix III). Question 1 was developed to 
determine if patients felt prepared for their surgical experience 
and subsequent stay in the intensive care unit. Question 2 was 
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devised to assign subjective value to the intervention in case no 
differences were found in A-State 2 scores. Subjects in the 
experimental group were given questionaire A, containing 
questions 1 & 2 to complete; subjects in the control group were 
given Questionaire B, containing only question l. Both questions 
were based on a Likert-type scale ranging frcrn 1 to 5. A score 
of 1 represented a reponse equaling "strongly disagree"; a score 
of 5 was equivalent to "strongly agree". 
The results frcrn this questionaire demonstrated that the 
majority (95.3%) of the sample felt prepared for their surgical 
experience (Table 5). The mean score for question 1 (Ql} was 
4. 48, with a range of 3 to 5. Ninety percent of those subjects 
(n=lO) responding to question 2 (Q2) felt that the preoperative 
visit was helpful. The mean score for Q2 was 4. 6, with a range 
of 3 to 5. There were no significant differences found in the 
mean scores on Ql between groups (£=.59) • A strong correlation 
existed arrong responses to Ql and Q2 (E_=. 81, E_=. 004) • Thus, 
subjects in the experimental group who felt prepared were also 
likely to feel that the preoperative visit was helpful. A 
correlation between age and response to Q2 (E_=-. 56, E_=. 09) was 
found to approach significance. 
Subjects in the experimental group who had the same nurse 
conduct the preoperative visit and assume primary care for them 
postoperatively were found to have a more favorable response to 
question 2. The mean score of patients who did not have the 
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continuity of the same nurse was 4.2 compared with a mean score 
of 5.0 (Table 6) . 
Table 5 
Distribution and Mean Scores of Questionaire 
Variable Score n (%) Mean 
Q 1 'Preparation' 3 1 (4.8) 
(n=21) 4 9 (42.9) 4.48 
5 11 (52.4) 
Q 'l Preop Visit 3 1 (10. 0) 
Helpful' 4 2 (20.0) 4.6 
(n=lO) 5 7 (70.0) 
Table 6 
t-Test Comparison of Scores on Variable of "Nurse" 
Variable 
















Data were also collected to detennine if the presence of 
family members at the time of the visit had an impact on state 
anxiety scores. No significant difference was revealed between 
those subjects whcse family was present and those subjects for whom no 
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family was present. 
The pattern and consumption of narcotics and its effect on 
A-State 2 scores were also examined. Data were collected and 
recorded to control for variances in A-State 2 scores that may be 
mitigated by the consumption of narcotics. Table 7 illustrates 
the use of pain medication among groups prior to completion of A-
State 2. Use of narcotics among the experimental group was 
evenly distributed. In the control group, 63% (n=7) did not 
receive pain medication versus 37% ( n=4) did receive pain 
medication. 
A-Trait scores were also examined comparing those subjects 
receiving and not receiving pain medication in order to possibly 
correlate a pattern. However, there were no differences in trait 
anxiety scores among the medicated group versus the non-medicated 
group. There was a significant difference observed in A-State 2 
scores. Subjects who received pain medication derronstrated 
higher mean A-State 2 scores (x=46.5) canpared to those subjects 
(x=33.5) who did not receive pain medication (E:c:::.03). 
Table 7 
Pattern of Narcotic Use Arrons Grou:es 
Variable Experimental Control A-Trait A-Stc..te 
Group Group 
Pain 
Medication n (%) n (%) Mean Mean 
No 5 (50) 7 (63) 34.5 33.5 
Yes 5 (50) 4 (37) 37.0 46.5 
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Other variables shown to have a significant correlation 
were A-Trait and age. Pearson r coefficient illustrated age to 
be negatively correlated with A-Trait scores (E_=-.43, .J2:=· 058). 
Correlations between A-State 1 and A-State 2 (.,;:_=. 48, .J2:=. 03) and 
A-Trait and A-State 2 (.,;:_=.48, .J2:=.03) were also statistically 
significant. The correlation between A-State 1 and A-Trait 
could be stated as approaching significance (r=.41, ~.07). 
4. 3 Discussion 
5ample 
Subjects canprising this sample reflected nonnative 
derrographic characteristics of the population of cardiac 
surgical patients. According to statistics gathered by the 
American Heart Association in 1985, 75% of the patients 
undergoing coronary artery bypass surgery were males. In the 
present study, similar findings were reported with 76% of the 
sample being male. Mean age of the sample was 60.6 years . A 
study conducted by Anderson in 1987 also used cardiac surgical 
patients. The mean age of subjects in that study was canprable 
(59.1 years) to the present study. Thus, the socioderrographic 
characteristics of the present sample may be considered 
representative of the population of cardiac surgical patients. 
Comparability of Groups. Random assignment of subjects to 
either the experimental group or control group produced 
significant differences on some variables. The mean age of 
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subjects in the experimental group was significantly higher 
compared to the control group. With the size of each group 
being limited to ten or eleven subjects, extreme variations in 
age tended to exert a rrore dramatic impact upon the mean age. 
Trait anxiety scores also differed significantly between 
the groups, with the experimental group demonstrating lower 
scores on this variable. When correlated with age, trait 
anxiety was found to have a negative correlation. This is 
consistent with other studies. In testing the STAI, 
Spielberger, Gorsuch, and Lushene ( 1970) found that younger 
adults tend to display elevated levels of trait anxiety when 
canpared to older adults. According to findings generated from 
this sample, a similar pattern emerged. 
State anxiety scores preoperatively were similar between 
groups. The mean score for the sample was 39.2. In examining 
various methods to reduce anxiety in cardiac surgical patients, 
Anderson ( 1987) utilized the STAI and found similar mean scores. 
Thus, the preoperative levels of state anxiety revealed in the 
present study were consistent with similar populations of 
patients awaiting surgery. 
Postoperatively, levels of state anxiety remained elevated 
in both the control and experimental groups. No significant 
decline in postoperative state anxiety scores was observed in 
either group. This finding has been documented in other 
surgical populations. Johnson ( 1980) found that in patients 
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undergoing major surgery, state anxiety levels were elevated 
postoperatively and remained elevated up to four days following 
surgery. 
Hypothesis 
The hypothesis of this investigation, that there VJOuld be a 
difference in postoperative state anxiety scores between 
patients who received a structured preoperative visit by the 
critical care nurse and those who did not receive a visit, was 
not supported. This proposition was based upon the effect of 
provision of procedural and sensory information which has been 
found to be rrost effective in reducing anxiety (Johnson, 1972). 
The provision of information increases the person's ability to 
obtain and process information, thereby, formulating clear, 
concise expectations of what lies ahead, dampening the emotional 
response. However, the results of this study were not 
supported. In canparing postoperative state anxiety scores 
between the experimental and control group, no significant 
differences were found. Since the groups were not comprable in 
terms of age and A-Trait scores, these variables were used as 
covariates in an attempt to control for the noted differences. 
As a result, still no significant differences in A-State 2 
scores were noted. Anderson (1987) demonstrated similar 
findings, revealing no difference in postoperative state anxiety 
between the experimental and control group. However, the 
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experimental group did demonstrate 9 significant decline in 
psychologic distress indicated by additional measures. Several 
explanations may be offered for the lack of significant evidence 
in the present study. 
The impact of employing a small sample size represented a 
major factor contributing to the lack of difference revealed 
between groups for the dependent variable. Sample size for the 
study was targeted at 30 subjects. Initially, a sample of 27 
subjects was obtained. However, due to canplications subjects 
were deleted. Of interest, it was found that in tv.D of the 
patients who developed postoperative confusional states, these 
patients displayed extremely high state-trait indexes 
preoperatively. One patient did have a documented history of an 
anxiety disorder for which she was taking medication. Also 
during the time of data collection, not only were there several 
surgical canplications, but also the acuity of the surgical 
intensive care unit \vas high. This made implementation of the 
preoperative visitation difficult for the nursing staff due to 
the time constraints. As might be expected, several 
questionaires were lost, causing further deletion of subjects 
fran the sample. All of these factors contributed to the 
limited sample size. 
With the total sample size equaling twenty-one subjects, 
each group contained only ten to eleven subjects, making it 
difficult to generate significant generalizable findings. An 
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extremely high or low score had the potential to greatly 
influence the outcane. In reviewing the individual scores, there 
appeared to be a wide range, thereby, altering the mean score. 
A larger sample might have reduced the chance for such wide 
variation in scores and increased the possibility for obtaining 
conclusive data. 
In addition to sample size, significant differences were 
noted in age and trait anxiety scores between groups. 
significantly higher in the experimental group 
Age was 
despite 
randanization efforts. A-Trait scores also varied with higher 
scores observed in the control group. An inverse correlation 
was established between age and A-Trait. These findings were 
consistent with other studies (Spielberger, Gorsuch, and 
Lushene, 1970). Thus, the control group who were younger 
possessed higher A-Trait scores, reflecting the potential for 
increased anxiety when faced with a stressful situation. 
Consequently, the group should have had increased A-State 2 
scores, since a positive correlation was established among these 
variables. Yet, in examining the data, the results did not 
follow the direction as expected. The reason for this is 
unclear. It may be possible to assert that a person may possess 
elevated levels of trait anxiety, but not necessarily respond 
differently compared to the person with normal or low levels of 
trait anxiety. 
Another explanation for the lack of effect may be focused 
on the intervention itself. Recent studies have ccmpared 
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provision of infonnation to infonnation-plus-coping strategies 
to reduce errotional distress. These studies have shown that 
anxiety about a threatening event is often detennined by the 
perceived control over the event; thus, infonnation may be 
helpful in facilitating feelings of increased control (Anderson, 
1987; Janis, 1958; Wallace, 1984). Anderson (1987) did find 
that patients who were well-infonned had less fears about 
surgery, but generalized anxiety was unaffected. In contrast, 
there has been some data that providing information to patients 
with avoidant-coping styles may eliminate their protective 
mechanism for dealing with a stressful event. Thus, this may 
offer some explanation for results generated from the present 
study. Subjects in the experimental group may have preferred 
little or no infonnation, and received an intervention 
(preoperative visit) inconsistent with their coping style. 
In addition to the strength of the intervention, timing may 
have influenced the effects obtained. Since the evening prior 
to surgery is often a busy time for the patient, several factors 
(such as prior events or interactions, level of patient anxiety) 
may have impacted upon the effectiveness of the visit. Anxiety 
has been related to learning, suggesting that excessive levels 
often interfere with infonnation processing (Janis, 1958). In 
Anderson's (1987) study, patients were admitted two days prior 
to surgery; whereas , :m the present study, patients were 
admitted one day prior to surgery. The extra day may have 
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made the information preparation more effective. These findings 
were consistent with other data (Christopherson and Pfieffer, 
1980) . According to Lazarus ( 1966) , information initially 
increases anxiety. Given time, people use information to 
develop ways to control events. Anxiety wanes as coping 
strategies are developed. Anderson ( 1987) proposed that coping 
preparations may be more beneficial canpared to information 
preparations when patients (such as those in the present study) 
have less time to reflect on what they have been told. 
Contamination of the intervention may also account for the 
lack of effect observed in the experimental group. Efforts were 
made to standardize and maxbnize consistency in the delivery and 
implementation of the preoperative education/orientation visit. 
Teaching styles, skill, and personality factors may account for 
differences in the delivery of information and effectiveness of 
the intervention. The interrelationship of these factors must 
be taken into consideration. 
A further explanation for the discrepant results is the 
instnrrnent utilized. A possibility exists that the State Trait 
Anxiety Inventory was not 
anxiety differences between 
evident in Anderson's ( 1987) 
sensitive enough to distinguish 
the groups. This finding was 
study. To the contrary, other 
investigations using similar populations of cardiac surgical 
patients, employing the srAI as the instrument, did demonstrate 
significant results (Christopherson and Pfieffer, 1980; Leigh, 
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Walker, and Janaganathan, 1977) . Time of administration of the 
guestionaire may also have affected the results. Since the 
guestionaire was administered six to eight hours following 
extubation, an element of fatigue might have impinged on 
subjects' ability to complete the guestionaire. 
decreased attention span, or discomfort 
Lack of sleep, 
from invasive 
hemodynamic lines are all factors in the postoperative period 
that might have had sane influence at the time during 
administration of the guestionaire. Schmitt and ~Vcx:>ldridge 
(1973), in their study, noted that the effects of a presurgical 
intervention extended over time. Significant differences in 
anxiety evolved between the experimental and control group 
several days postoperatively. In the present study, additional 
administration of the A-State scale three to five days 
postoperatively may have elicited additional data as to 
postoperative adjustment and recovery am:mg groups. However, 
this investigator was mainly interested in examining the degree 
of anxiety experienced in the imnediate postoperative period 
while in the intensive care setting. 
Additional Analyses 
Additional analyses were conducted to examine the derived 
benefit of the visit in the setting that no differences resulted 
in postoperative state anxiety scores between groups. The 
administration of an additional guestionaire enabled subjects 
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to express their opinion regarding level of preparedness and 
value of the preoperative visit. Both groups felt well-prepared 
for their surgical experience. Subjects in the experimental 
group felt the preoperative education/orientation visit was 
helpful. Since prirl'ary nursing is uniformly practiced in this 
institution, a pattern was observed in those cases where the 
nurse who conducted the visit assumed prirl'ary care for the 
patient in the postoperative period. It was demonstrated that 
patients who had the continuity of the same nurse responded more 
favorably on the questionaire. other studies have also 
documented that preoperative intervention provided by the 
primary caregiver will enhance feelings of canfort, security, 
and control (Egbert, 1963; Miller and Shada, 1978; Ross, 1962). 
In examining the use of narcotic analgesics among subjects 
in the postoperative period, no significant differences were 
found between groups. Conflicting data exists within the 
literature. Some studies have shown preoperative teaching and 
preparation to favorably influence the use of narcotics 
postoperatively (Egbert, Battit, Welch, and Bartlett, 1964; 
Healy, 1968). While other studies have found no significant 
difference in the consumption of pain medication in relation to 
various preparation methods (Lindeman and Van Aernam, 1971; 
Lindeman and Stetzer, 1972). However, in the present study, a 
significant difference was noted in postoperative A-State scores 
of subjects receiving pain medication. Patients displaying 
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elevated levels of postoperative state anxiety tended to require 
or consume rrore analgesics. Lazarus ( 1966) examined the use of 
infonnation to attain increased control. When feelings of 
control are mastered, then anxiety may be lowered. Schmitt and 
Wooldridge (1973) found that encouraging patients to request 
pain medication facilitated increased perception of control on 
the part of the patient. Subjects in the experimental group 
asked for pain medication rrore frequently; however, as the 
postoperative period continued increased feelings of control 
were experienced. The patients were found to rely on pain 
medication less and progress rrore rapidly. In the present 
study, it may be postulated that the patients exhibiting 
elevated postoperative state anxiety scores, utilized the 
request for analgesics as a mechanism to attain sane control 
over their situation. 
4. 4 Sl.mnary 
This study examined the effect of a preoperative education/ 
orientation visit by a critical care nurse on the level of 
postoperative anxiety. The sample was selected fran the 
population of cardiac surgical patients. Comparison with other 
recent studies found this sample to be similar to the general 
population of patients undergoing cardiac surgery. The 
hypothesis was not supported. Findings indicated there were no 
significant differences in postoperative state anxiety scores 
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between patients who received the experimental intervention 
compared to those who did not receive the intervention. The 
lack of significant results may be attributed to sample size (n= 
21). Despite randomization of subjects, significant differences 
evolved between the experimental and control group. Mean age 
was significantly higher in the experimental group; while, the 
control group exhibited higher trait anxiety. Measures to 
control for these incongruencies between the groups did not 
alter the outcome. An additional questionaire was added in case 
the instrument failed to discern differences between the groups. 
All subjects felt prepared; and those who received the 
preoperative intervention felt it was helpful. Those patients 
who received the continuity of the same care provider did 
respond more favorably. In surrmary, the subjects did derive 
benefit from the intervention. However, evaluation of the 
effectiveness of the experimental intervention was confounded by 
the "pre-existing" differences between the two groups and by the 
small sample size. 
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CliAPTER FIVE 
~y I CDNCLUSIONS I AND REXXJ.MENDATIONS 
5.1 S\mnary 
Anxiety is a corrmon response in patients undergoing cardiac 
surgery. The source of this anxiety is attributed to a multitude 
of factors, one being the intensive care unit. vfuen admission to 
the intensive care unit is anticipated, anxiety can be reduced 
through careful preparation. In patients having cardiac surgery, 
research findings support the relationship between preoperative 
preparation and a reduction in anxiety and psychological distress 
(Anderson, 1987; Johnson, 1972). Critical care nurses working 
with surgical patients have first hand knowledge and experience 
with the immediate postoperative period and intensive care 
environment. They are in an excellent position to intervene in an 
effort to reduce anxiety and prepare patients for the irrmediate 
postoperative phase. The purpose of this study was to examine the 
effect of a structured preoperative education/orientation visit by 
the critical care nurse on the level of patient anxiety. 
The increase in the number of cardiac surgical procedures 
performed has been reflected by a surge in the current literature 
focusing on the physiologic and psychologic sequellae. Sczekalla 
(1979) and Pitorak (1971) both observed elevated levels of anxiety 
and psychologic discomfort experienced by cardiac surgical 
patients. Scme investigators turned to the intensive care unit 
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setting as a possible cause for these responses. An extreme 
reaction identified as postcardiotomy psychosis, characterized by 
confusion, disorientation, hallucinations, and paranoia has been 
attributed to excessive levels of anxiety (layne and Yudofsky, 
1971). These investigators also found that preoperative 
intervention to decrease anxiety was effective in reducing the 
incidence of postcardiotomy psychosis. Thus, a number of studies 
have examined methods of preoperative preparation. Results 
demonstrated that intervention facilitated a smoother, faster 
recovery as well as reduced anxiety (Christopherson and Pfieffer, 
1980; Dumas and Leonard, 1963; Lindeman, 1973). However, a lack 
of information existed as to the preparation of the patient having 
cardiac surgery and the role of the critical care nurse in this 
process. 
The present study employed a pre-test/ post-test experimental 
design to test the hypothesis. Subjects meeting the selection 
criteria were randomly assigned to either the experimental or 
control group. Subjects in the experimental group received the 
structured preoperative visit by the critical care nurse; subjects 
in the control group did not receive the visit. All subjects 
received routine preoperative education as normally provided. The 
STAI was administered to subjects preoperatively. In the 
postoperative period, subjects completed the state portion of the 
STAI plus an additional questionaire developed by the investigator . 
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'!Wenty-one subjects canprised the sample. Subjects were 
randomly assigned to the experimental group (n=ll) and the control 
group (n=lO). Mean age was found to be significantly higher in 
the experimental group; whereas, the control group exhibited 
significantly higher scores for the variable of trait anxiety. 
The groups otherwise did not differ on the remaining demographic 
variables. The total sample was found to be representative of the 
population of cardiac surgical patients. 
The hypothesis, that there would be a difference in 
postoperative state anxiety levels between those subjects who 
received the structured visit and those who did not receive the 
visit was not supported. Analysis of covariance revealed no 
significant differences between the groups in state anxiety 
scores, despite controlling for the noted differences in trait 
anxiety and age between the groups. 
Additional analyses examined "preparedness" for the surgical 
experience as proclaimed by subjects. All subjects stated they 
felt adequately prepared. In addition, those subjects who 
received the structured visit felt it to be valuable. In examining 
continuity of care, those patients who had the same nurse conduct 
the visit and assume primary care postoperatively responded more 
positively to the value assigned to the visit. 
Narcotic consumption was also examined. It was found that 
patients displaying higher levels of state anxiety tended to 
consume increased doses of narcotics. 
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5.2 Conclusions 
The findings of this study must be viewed in light of the 
small sample size and the significant differences observed between _ 
the groups prior to the intervention. Although the hypothesis was 
not supported in this sample of cardiac surgical patients, the 
literature has illustrated the value and efficacy of preoperative 
intervention and preparation. This investigation, however, did 
reveal interesting data that may be helpful in planning for future 
research and caring for cardiac surgical patients. 
There may have been no significant differences found in 
postoperative state anxiety scores between groups; however, this 
does not dispute the value/benefit derived from the intervention. 
Subjects in the present study all reported feeling prepared for 
their surgical experience and stay in the intensive care unit . 
This may have resulted in part from the strong emphasis on 
preoperative education that this particular institution fosters, 
in addition to the structured preoperative education/ orientation 
visit conducted by the critical care nurse. However, those 
patients vlho did have the same nurse conduct the preoperative 
visit and assume the role of primary nurse postoperatively, did 
have a more favorable response on the questionaire. Therefore, 
there may be demonstrated value to the continuity of care provided 
preoperatively and postoperatively by a critical care nurse. This 
may be attributed to fostering feelings of increased control, on 
the part of the patients knowing their caregivers, and/or 
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decreasing the uncertainties of the situation which lies ahead. 
Furthermore, there may have been benefit derived by the 
critical care nurse from the interaction. Though this was not 
measured, the infonnation elicited regarding the patient and 
his/her background may have contributed to increased efficiency, 
safety, and improved patient care. Increased personal and 
professional satisfaction may have been gained. 
Another interesting observation noted was that subjects 
undergoing cardiac surgery do exhibit significantly elevated 
levels of anxiety. This anxiety, though, was found to extend into 
the imnediate postoperative period. This has been documented by 
Johnson ( 1972) • Thus, the implications for nursing must be 
focused on continued measures and interventions to reduce anxiety 
not only preoperatively, but also postoperatively. 
Patterns of increased narcotic use in the postoperative 
period were noted in subjects exhibiting elevated levels of state 
anxiety levels. Investigators have examined the pattern of 
narcotic consumption in patients as a mechanism to attain some 
degree of control, in an attempt to thereby reduce anxiety. 
Acknowledging the importance for postoperative analgesia and pain 
control, nurses must be aware that other factors may contribute to 
the patient's need for narcotic analgesia. 
5. 3 Rea::nnEl'ldations 
There are several avenues for future research suggested by 
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this study. First, it is recarmended that this investigation be 
repeated employing a larger sample size to reduce the risk of 
significant variation between groups and focus on the true effect 
of the intervention. At the same time, it Y.Duld be worthwhile to 
further examine the effect of having the same nurse conduct the 
visit and assume primary care postoperatively to confirm the 
findings revealed in this study. 
In re-evaluating the effectiveness of the intervention, it is 
suggested that a different instrument be utilized. Other 
investigations using the STAI also have failed to reveal 
significant results. There are a number of other instruments 
available measuring psychological distress. In addition, other 
variables may warrant examination in evaluating preoperative 
interventions such as recovery and length of stay. Input and 
feedback regarding patient progress from nursing staff may also be 
useful in evaluating the intervention. 
Further recommendations may include replication of this study 
with manipulation of the intervention. Anderson (1987) has 
indicated that patients with decreased time to develop adequate 
coping mechanisms may exhibit increased anxiety and psychologic 
distress. With limited time available in the preoperative period, 
altering the intervention to include information and information-
plus-coping strategies may aid in fostering feelings of increased 
control and minimizing emotional distress. 
Lastly, further research may need to focus on the timing of 
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preoperative intervention. Information given closer to the actual 
event may not be processed or retained due to excessive anxiety or 
anticipatory fear. More research is needed to examine timing of 
preoperative preparation in the setting of cost containment and 
reduced hospital stays. As health care professionals, it is 
within the realm of nursing practice to continue investigating and 
improving mechanisms for preoperative preparation to promote 




GUIDELINES FOR PRIDPERATIVE EDUCATIOO/OR.IENrATION VISIT 
The procedure for the visit will consist of the following steps. 
The nurse will: 
l. Review the patient 1 s medical record and identify what 
procedure the patient is to undergo. 
2. Enter the patient 1 s rcx::m and identify self (title and 
position). 
3. Explain the purpose of the visit. 
4. Present content specified for the visit. 
5. Give patient time to express feelings and answer any 
questions. 
6. Identify self as primary caregiver on the following day 
if pertinent. 




Developed by Charles D. Spielberger 
in collabora1ion wi1h 
R. L. Gorsuch, R. Lushene, P . R. Yagg, and G. A. Jacobs 
STAI Form Y-1 
Name------------------------ Date _____ S __ 
Age ____ Sex: M __ F __ T _ 
DIRECTIONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to indi-
cate how you feel right now, that is, at this moment. There are no right 
or wrong answers . Do not spend too much time on any one statement 
but give the answer which seems to describe your present feelings best. 
I . feel calm 
CJ feel secure 
3. I am tense 
4. feel strained 
::>. feel at ease 
6. feel upset .. . . 
7 . I am presenth· worrving m·er possible misfortunes 
8. I feel satisfied 
9 . I feel frightened 
I 0 . I feel comfortable 
I I . I feel self-confident . . .. . . . . . . . . . .. . ... . ... . . .. .. . 
12. I feel nervous ... . . ... . ... . . . . . . .. . .. . . .. . . .. . . .. .. . . . .. .. . 
13. I am jitterv .. . . .. ... ... . . . .. ... .... . .. ... . ... . .. . . . . . . .. . . . . . 
14 . I feel indecisive .. . . . . .. . . .. .. . .. ... . . . .. .. . . . . . .. . . . . . . . . .. . . 
15. I am relaxed . . ... . . .. . .. . . . . ..... . . .. . . . . . .. . . ... .. . .. . . . 
16 . 1 feel content 
I 7. I am worried 
18. 1 feel confused . . . . . . . . . ... . . .. .... . . ..... . .. .. .. ... . .. .. .. . . 
19. 1 feel steady 
20. I feel pleasant .. . . . ...... . . . . . . . .. . . .. . ... .. ........ . .. .... .. . 
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APPENDIX II 
SELF-EVALUATION QUESTIONNAIRE 
STAI Form Y-2 
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Name------------------------ Date--------
DIRECTIONS: A number of statements which people have used to 
describe themselves are given below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to in-
dicate how you generally feel. There are no right or wrong answers. Do 
not spend too much time on any one statement but give the answer 
which seems to describe how you generally feel. 
21. feel pleasant . . . . . . . . . . • 0 •• .. . . 
22. feel nervous and restless . . . . . . .. . . . .. 
23 . feel satisfied with mvself . . . . . . . . 
24 . wish I could be as happv as others seem to be 
25 . feel like a failure 
26. feel rested . . .. . . . 
27 . I am .. calm. cool. and collected .. ... 
28 . I feel that difficulties are piling up so that I cannot o\·ercome them 
2~l. I worn· too much o\'l:r something that reallv doesn't matter •• 0 . 
30 . I am happv . . . . . . 0 ••• • . . . . . . . . . . . . 
31. I have disturbing thoughts . . . . . . . . . . . . . . . . .. 
32 . I lack se lf-confidence . . .. . . . .. . . . . . . . . . . . . 
33 . feel secure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
34 . make decisions easilv . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . 
35. feel inadequate . . . . . . . . . . ... . . . . .. . . . . . . . . . . . ... 
36. I am content . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 
37. Some unimportant thought runs through mv mind and bothers me 
38. I take disappointments so keenly that I can't put them out of mv 
mind . . . . . . . . . . . . . . . .. . . . .. . . . . . .. . . . . 
39. I am a steady person . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. 
40. I get in a state of tension or turmoil as I think over my recem : oncerns 
and interests . . . .. . . . . . . . . . . . . . . . . . . ... . . • • 0 • . . . . . . . . . 
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l. I felt prepared and understood what would happen to me after 













2. I felt the preoperative visit conducted by the critical care 















l. I felt prepared and understood what "WOuld happen to me after 














CXNl'ENl' cmx::KLIST FOR PREDPEID\TIVE 
EDUCATION/ORIENTATION VISIT 
I. COURSE OF EVOO'S 
1. ADMISSION TO UNIT 
2. POSTOPERATIVE DAY ONE 
3. POSTOPERATIVE DAY 'ThO/THREE 
4. TRANSFER TO FLCX)R 
II. EXPlANATION OF ROOITNE TUBES AND LINES 
1. ~TUBE 
2. NASCGASTRIC TUBE 
3. CHEST TUBES 
4. INVASIVE LINES: ARTERIAL LINE 1 SWAN GANZ CATHETER 
5. FOLEY CATHETER 
6. DESCRIPTION OF CHEST AND LEG BANDAGE 
!II. EXPLANATION OF RCX1ITNE PROCEDURES AND NURSnx; CARE 
1. VITAL SIGNS: FREQUENCY AND PURPOSE 
2. RESPIRATORY CARE: SUCTIONING I CPT I TCDB 
3. PAIN CONTROL: ADMINISTRATION OF ANALGESICS 
4. DAILY ~VEIGHT & DRESSING CHANGES 
5. DILT AND ACTIVITY PROGRESSION 
IV. DESOUPI'ION OF PHYSICAL ~ 
1. PRIVATE RCX)M 
2. MECHANICAL EQUIPMENT: VENTILATORS I MONITORS I EI'C. 
62 
3. NOISES: UNFAMILIAR SOUNDS I AIARHS I BELLS I CALL LIGHTS 
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APPENDIX IV 
V. :EXPLANATIOO OF VISITING POLICY 
1. EXPlAIN VISITATION: TIMES, LTI1ITATIONS, PURPOSE 
2. WAITING ROOM, TELEPHONES, PHONE CALLS 
3. DISTRIBUI'E TELEPHONE NUMBER OF SICU 
VI. DEFINITIOO OF PROFESSI<N\L NURSIN; ROLE 
1. ROLE OF PRIMARY NURSE IN SURGICAL INI'ENSIVE CARE 
2. NURSE TO PATIENT RATIO 
3. AVAILABILITY OF NURSING STAFF 
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APPENDIX V 
PREOPERATIVE EDUCATICN/ ORIENTATICN VISIT FDRM 
INSTRUCTIONS: Please fill out at time of visit. 
PATIENI' IDENI'IFICATICN NUMBER ----
DATE~-------------
TIME _____ _ 
INITIAlS OF CRITICAL CARE NURSE ------
FAMILY PRESENl' 
DID ANES'lliESIA VISIT YES ----
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APPENDIX VI 
POSTOPERATIVE FACl' SHEEr 
INSTRUCTIONS: Please fill out when administering test packet 
to patient. 
PATIENI' IDENITFICATIOO NUMBER -------
TIME --------
NURSE ~ -------
CARE PROVIDERS WITHIN LAST 24 HOURS: --------------
MEDICATIONS wrmiN LAST 4 HOURS 
---~~-------------(Narcotic analgesics, anxiolytics, etc.) 
~= 
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